INTRODUCTION
Visual diagnostic tools are commonly used in dermatology such as the Wood's lamp, the Tzanck smear, or the potassium hydroxide preparation. One thing the tools mentioned above have in common is that they are readily available in a dermatologist's office and give almost immediate results.
In pediatric dermatology, there is a greater need to accurately diagnose skin lesions using the least invasive methods to minimize the amount of distress both to the child and to the families.
Congenital hemangiomas (CH) are common benign vascular neoplasms that begin to proliferate in utero and complete development at birth. Rapidly involuting congenital hemangioma (RICH) is a subtype of CH that begins involution in the first few weeks of life, reaching completion around 12 to 24 months. We report a case of an infant with a RICH occurring on the supraclavicular area that was diagnosed using an AccuVein AV400 vein finder.
CASE REPORT
A 5-month-old, dark-skinned boy presented to clinic for follow-up for possible punch biopsy of a single, nonpulsatile, well-demarcated, dark brown, atrophic plaque measuring 10 cm 3 2.5 cm with a linear, midline depression in the center and an elevated, compressible, soft border that was more pale than the central portion. The atrophic plaque was first observed at birth when it measured 11 cm 3 3.5 cm on the left supraclavicular area (Fig 1) .
Birth history was unremarkable, and the patient was healthy with no allergies, medications, or other medical conditions. The differential diagnosis at the first visit was smooth muscle hamartoma, semiannular lipoatrophy, and, less likely, RICH.
Before selecting the punch biopsy site, one vein approximately 0.3 mm in size was visible to the naked eye within the plaque. To minimize the bleeding and avoid puncturing a large vein, an infrared AccuVein AV400 vein finder was obtained and used to ensure we would be able to avoid the large visible vein.
When applying the vein finder to the lesion, one large vein with an extensive network of small superficial branching vessels was seen specifically localized to the area of the atrophic plaque. A working diagnosis of probable RICH was made ( Fig 2) .
Follow-up 1 year later showed an 11 cm 3 3 cm atrophic plaque with a red/brown linear depression in the center and an elevated, compressible, soft border. The child was discharged from the 
DISCUSSION
There are 3 types of congenital hemangiomas: RICH, the noninvoluting congenital hemangioma (NICH), and partially involuting congenital hemangiomas (PICH). In the first few weeks of life, it is expected for RICH subtypes to involute, the NICH subtype persists, whereas there is partial involution of PICH. RICH lesions are rare compared with other types of hemangiomas and tend to be located on the head, trunk, and arms. 1, 2 Diagnosis is typically done based on history of involution since birth and clinical examination; however, if the diagnosis is unclear, magnetic resonance imaging shows areas of heterogeneity, angiography displays arterial aneurysms and large dilated draining veins, and histopathology from biopsy shows that RICH lesions do not express glucose transporter-1 protein. 3, 4 Pathologic specimens show that the dilated veins of RICH tend to be thick walled, and sometimes they can be seen clinically even at the first visit. 2, 3 The projected prognosis for RICH is that it involutes within a year to a well-defined pale atrophic plaque with dilated veins, and case reports have noted an occasional RICH that may flatten but persists in a partially involuted state. [4] [5] [6] The presence of a large central vein indicated a vasculature network within the atrophic plaque, making the diagnosis of smooth muscle hamartoma and semiannular lipoatrophy less likely. The postnatal behavior of involution in the presence of a dilated vein further strengthens the argument for a diagnosis of RICH. Further workup could confirm the diagnosis of RICH; however, RICH has many overlapping morphologic, histipathologic, and radiographic similarities to other CHs. Small retrospective studies have diagnosed RICH without radiographic or histopathology; however, the absence of tissue biopsy to confirm the diagnosis is a limitation of this case. 2 Management involves serial observation with an option for pulsed dye laser to diminish discoloration or surgical excision depending on the postinvolution changes. The infrared vein finder is a minimally invasive tool commonly used in the emergency department and on pediatric wards mainly to help visualize veins to assist with intravenous line insertions. [7] [8] [9] In pediatric dermatology, it is important to have accurate, yet minimally invasive techniques of diagnosing cutaneous lesions both for improving management of patients and minimizing distress to patients and their families. In this case, the use of an infrared AccuVein AV400 vein finder allowed us to both provide diagnosis to the family using an immediate visual aid and prevent a complication of obtaining a biopsy of a highly vascular lesion. Although a biopsy would be ideal to confirm this clinical diagnosis, the young age of the child prompted us to delay biopsy until the child was older or if the parents noticed a change. It would be beneficial to see future studies on the use and precision of infrared vein finders on vascular lesions, especially for pediatric populations. 
